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Prosthetic patch infection is a rare but well recognised
complication following carotid endarterectomy.1,2 We
report a case of a probable patch infection, which was
eradicated with antibiotics but later represented with a
pseudoaneurysm. This was successfully excluded
with a covered stent graft.Case Report
A 62-year-old man presented to our hospital with a
pulsatile swelling on the right side of his neck. A
gadolinium enhanced magnetic resonance arterio-
gram (MRA) confirmed that the swelling was a
pseudoaneurysm at the site of the right carotid
endarterectomy, performed 8 years earlier (Fig. 1).
The patient originally presented in 1995 with right
hemisphere transient ischaemic attacks. An arch
arteriogram confirmed an 85% stenosis of the proximal
right internal carotid artery. A standard carotid
endarterectomy and Dacron patch repair was per-
formed under antibiotic cover (augmentin and genta-
mycin) without neurological or wound complications.
Ten months after discharge he developed inflam-
mation and swelling on the right side of the neck. A
duplex scan of the 2 cm mass revealed a fluid
collection around the patch, but no evidence of an
aneurysm. Aspiration confirmed pus and although no
organisms were cultured, oral flucloxacillin was
started for a presumed infection with staphylococcusing author. Jonathan Beard, Sheffield Vascular Insti-
ng, Northern General Hospital, Herries Road, Sheffield
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finally settling after a period of 6 months. Antibiotics
were discontinued 6 months later after a duplex scan
showed no abnormality. The patient was subsequently
lost to follow-up when he failed to attend for his 15
month follow-up (approximately 2 years after his
original operation).
When he represented with the pseudoaneurysm
there was no clinical, haematological or biochemical
evidence of infection (normal WBC, ESR and CRP) and
the MRA showed no evidence of a fluid collection.
Therefore, we decided to proceed with endovascular
treatment on the basis that the infection that had
caused the pseudoaneurysm had probably been
eradicated and that revision surgery would be
technically difficult because of scarring. Endovascular
treatment involved placement of a covered stent graft
(Wallgrafte, Boston Scientific Inc), via a femoral
approach, after coil embolisation of the external
carotid artery to prevent backflow into the aneurysm
sac (Fig. 2). Cerebral protection was not employed. A
completion arteriogram showed complete exclusion of
the pseudoaneurysm (Fig. 3). There were no neuro-
logical complications and 3 days later he was
discharged. At 12 months follow-up he remains well
with no sign of sepsis or aneurysm clinically or a
duplex scanning. The patient also has an 80% stenosis
at the origin of the left internal carotid artery (over-
estimated on the MRA), but this remains asympto-
matic and so no further intervention is planned at
present.Discussion
Carotid aneurysms represent less than 4% of all
peripheral aneurysms3 and only 0.7% of carotidEur J Vasc Endovasc Surg 29, 539–541 (2005)
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Fig. 1. Gadolinium enhanced MRA demonstrating a large
pseudoaneurysm of the right carotid artery bifurcation. The
asymptomatic 80% stenosis at the origin of the left internal
carotid artery was overestimated by the MRA.
Fig. 2. Right carotid stent graft placement after coil
embolisation of the right external carotid artery.
Fig. 3. Completion angiogram showing complete exclusion
of the pseudoaneurysm. The blushing of contrast through
the wall of the graft was a temporary phenomenon.
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Eur J Vasc Endovasc Surg Vol 29, May 2005endarterectomies are complicated by post-operative
pseudoaneurysms.4 True carotid aneurysms are
usually caused by atherosclerosis or arteritis.5 Carotid
pseudoaneurysms (false aneurysms) may follow car-
otid endarterectomy due to infection or patch degener-
ation,1,2 infections such as HIV and TB or central lines
and other neck trauma.6
A prospective audit by Beard et al. examined the
complications of 300 carotid endarterectomies per-
formed in Sheffield from 1990 to 2000.7 Patching with
long saphenous vein was used routinely. There were
three postoperative vein patch blowouts in the first 100
cases, resulting in one stroke and one death. There-
after, vein was replaced by Dacron patches for the next
200 cases, with no further blowouts. Two patients,
including the case reported here, subsequently devel-
oped patch infections and both were successfully
treated with antibiotics.
The pseudoaneurysm in this case was probably due
to suture line disruption caused by the patch infection
with S. epidermidis. This organism cause low-grade
infection which can sometimes be eradicated with
long-term antibiotic therapy.1 Duplex ultrasound
surveillance would have detected the pseudoaneurysm
at an early stage and treatment of the aneurysm, when
Carotid Patch Infection 541it was smaller with less lining thrombus, might have
been easier. Our policy is now to keep any such patient
under long-term surveillance in the future, even if it
appears that the patch infection has been eradicated.
The conventional treatment for a carotid patch
infection or aneurysm is excision and repair with a
vein graft.1–4 However, the risk of complications,
especially cranial nerve injury, is high.1 Therefore,
we elected to treat our patient with a stent graft.
Successful stent graft exclusion has been reported after
a bovine patch-related pseudoaneurysm8 and after
penetrating neck trauma.9References
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